A significant shortage of psychiatrists is projected to occur by 2024 without substantial intervention, on the basis of estimates of population growth and the number of physicians both entering and exiting practice \[[@CR1]\]. In fact, some rural areas are already deficient in psychiatrists and mental health resources \[[@CR2]\]. Psychiatry has responded to this challenge by both expanding existing residency programs and creating new residency programs. Consequently, an approximate 20% increase has occurred in the number of resident positions in psychiatry between 2014 and 2019 \[[@CR3]\]. Despite this expansion, however, it is likely that physician assistants (PAs) and nurse practitioners (NPs) will deliver an increasing amount of care to patients with mental illness in order to fill practice gaps.

Specialization in behavioral health is possible through several avenues for both NPs and PAs. Regarding NPs, both master- and doctoral-level psychiatric NP programs exist, some of which offer didactic learning online and leave students to secure clinical preceptors on their own \[[@CR4]\]. Eligibility requirements for a 5-year psychiatric NP certification include at least 500 h of supervised clinical work in an accredited program with training in at least two therapeutic modalities; completion of three graduate-level courses in physiology/pathophysiology, health assessment, and pharmacology; and successful completion of an examination given by the American Nurses Credentialing Center \[[@CR5]\]. For both NPs and PAs, 1-year programs exist (some of which are integrated into academic departments of psychiatry) that include both didactic and clinical exposure \[[@CR6], [@CR7]\]. Either independent of or following a postgraduate program, PAs are able to sit for a certificate of added qualification, which is a voluntary credential that can be earned in various specialties, including psychiatry \[[@CR8]\]. Unfortunately, the number of licensed NPs and PAs who choose to pursue certification in psychiatry is currently less than 2% \[[@CR9], [@CR10]\].

For the majority of PAs who do not choose to pursue postgraduate specialization, accreditation standards for curricula related to behavioral health and clinical psychiatry in graduate PA programs are ambiguous and "may cause some PA students to receive limited or inconsistent exposure to the field of psychiatry" \[[@CR11]\]. For example, the Accreditation Review Commission on Education for the Physician Assistant Accreditation Standards does not specify time requirements for either didactic curricula or clinical experience in psychiatry \[[@CR12]\]. In addition, these standards contain no specification for who should be supervising PA students clinically, stating only that "supervised clinical practice experience preceptors have valid certification that allows them to practice in the area of instruction." As Rakofsky and Ferguson \[[@CR11]\] note, there is no specific "guidance with regard to important items such as the following: the breadth of exposure to the different psychiatric conditions, duration of the supervised clinical experience, nor learning objectives during that experience" (p. 687).

From a legislative standpoint, varying levels of supervision are required for NPs and PAs. Twenty-one states allow NPs to practice without physician collaboration or supervision \[[@CR13]\]. Although most jurisdictions in the USA require some level of supervision of PAs, which is either undefined, depending on the state, or ranging from physician "ready availability" for communication to intermittent physical presence, two states allow PAs to practice without supervision, and two require collaboration (either communication available for consultation or monthly meetings via email, phone, or direct physical contact) \[[@CR14]\]. These requirements are vulnerable to change as evidenced by the elimination of supervision in some states during the COVID-19 pandemic and a recent executive order endorsing practice without physician oversight \[[@CR15], [@CR16]\]. Regarding the authority to prescribe controlled substances, the vast majority of states allow both NPs and PAs to write prescriptions for medications within schedules II--V \[[@CR17]\].

As academic psychiatrists, we have a responsibility for ensuring that our patients receive the best care possible, and this responsibility makes us stakeholders in whatever systems of training are devised for NPs and PAs. Given the depth of our training (e.g., psychiatric residents likely have 500 h of supervised clinical activity within the first 3 months of intern year), it makes sense from an educational standpoint that we take the lead in developing close, collaborative relationships with both NP and PA programs in order to strengthen their educational efforts and clinical experiences. Three publications within this *Academic Psychiatry* describe such efforts on the part of academic departments of psychiatry. For example, at Emory University School of Medicine \[[@CR11]\], PA students are "fully" integrated into the medical student psychiatry clerkship, with psychiatrists serving as preceptors. The Department of Psychiatry at the University of Colorado School of Medicine \[[@CR6]\] hosts a 1-year postgraduate "fellowship" for PAs, which offers training in outpatient, inpatient, consult-liaison, and correctional psychiatry in collaboration with departmental psychiatry residents and fellows. Finally, within the Public and Community Psychiatry Fellowship at Case Western Reserve School of Medicine \[[@CR7]\], advanced practice nurses and psychiatry fellows train alongside each other in a collaborative educational experience.

These cooperative programs will likely have benefit beyond concrete aspects of education. First, they could ensure that a desired level of competency is achieved for the clinical responsibilities of NPs and PAs, which is especially important in light of psychiatry's workforce shortages. In addition, they might attract more NPs and PAs into the field of psychiatry and enhance academic collaboration. Finally, with careful consideration and monitoring, such programs could potentially enhance the training of psychiatric residents. As the Accreditation Council for Graduate Medical Education \[[@CR18]\] recognizes in the current description of psychiatry residency training requirements, "The clinical learning environment has become increasingly complex and often includes care providers, students, and post-graduate residents and fellows from multiple disciplines. The presence of these practitioners and their learners enriches the learning environment" (p. 7).

In order for our profession to continue to distinguish itself, we too must ensure that we are educating psychiatrists to practice at the full potential of our specialty. Psychiatry residents and fellows should be trained to implement evidence-based psychopharmacological and psychotherapeutic treatments and even to consider expanding psychotherapeutic competencies \[[@CR19], [@CR20]\]. In addition, we should try to reverse the declining numbers of filled fellowship positions \[[@CR21]\]; promote opportunities for training in neuromodulation and for prescribing buprenorphine, ketamine, and esketamine; and provide enhanced elective experiences in addiction psychiatry, geriatric psychiatry, and psychosomatic medicine. We must develop and maintain our expertise in the management of complex psychiatric cases.

Here is a wonderful opportunity for leadership across psychiatry, nursing, and the allied professions. There are no easy fixes, and because solutions will take time to bear fruit, there is no time to waste. Let us engage in developing a plan for working together to better meet the mental health needs of our population.
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